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An Australia-wide questionnaire survey was 
conducted of 318 people who contracted polio 
between 1907 and 1962. It examined their 
medical histories, post-polio symptoms, effects 
of these symptoms on respondents' lives, and 
treatments found to be effective or ineffective. 
The average respondent was experiencing 
increasing muscle weakness, pain and fatigue. 
These imposed major restrictions on daily living 
activities and resulted in fear and depression. 
Physiotherapists were the all:ed health 
professionals most likely to be consulted. 
Physiotherapy was rated as providing 
considerable or some relief by a relatively high 
proportion (80 per cent) of clients but it also 
attracted criticism primarily due to vigorous 
exercise programs that increased fatigue and 
weakness. Aspects of the care of people with 
late effects of polio are discussed. 
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A survey of post-
poliomyelitis sequelae: 
Manifestations, effects on 
people's lives and 
responses to treatment 
The association between physiotherapy and poliomyelitis 
(polio) historically has always 
been close. Shepherd (1987) described 
how before the 1950s, the practice of 
physiotherapy was to a great extent 
concerned with the treatment of 
people with polio. In fact the growth of 
physiotherapy as a profession in the 
middle part of this century was largely 
due to the need to rehabilitate people 
with polio. 
Polio is caused by one of three RNA 
viruses of the enterovirus group that 
enter the body via the mucosa of the 
gastrointestinal tract. Ninety-five per 
cent of infections do not progress to 
central nervous system (eNS) 
involvement, and are minor and 
difficult to detect. Many of the 
remaining cases have non-specific 
symptoms which make them hard to 
distinguish from other virus infections. 
It has been estimated that.as few as 0.1 
per cent of polio infections result in 
paralysis (Mandell, Douglas and 
Bennett 1985). 
In these cases fever is followed by 
signs of CNSinvolvementas the virus 
infects the motor neurons of the spinal 
cord Or the brain stem (bulbar polio) 
producing headache, stiff neck, muscle 
pains, paralysis and in some cases 
death. Bulbar paralysis which occurs in 
five to 35 per cent of individuals with 
paralytic polio causes problems related 
to breathing, swallowing and speech. 
Degree of recovery is determined by 
the number of motor neurons that 
recover from the infection and resume 
normal functioning, the number that 
survive impaired and the number that 
develop terminal axon sprouts to 
reinnervate muscle fibres orphaned by 
the death of their original neuron. 
Axon sprouting enables uninvolved or 
recovered motor neurons to adopt up 
to five additional muscle fibres and is 
so effective that a muscle can regain 
normal strength even after 50 per cent 
of its original motor neurons have been 
lost (Halstead 1988). It is usually some 
.. 
Footnote 
I would like to pay tribute to the 
physiotherapists atRoyal Alexandra Hospital 
forChildren and Royal North Shore Hospital 
whO treated polio Cases in the 1940s and 
1950s particularly Mrs Metcalf, Miss 
Johnson, Miss Govers, Miss Aiken and Mrs 
Watkins. The successful lives· of many of 
the respondents in this survey owe much to 
their work. In myown case their efforts over 
six years enabled me to walk independently, 
doCtors' predictions not withstanding. 
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months before the extent of permanent 
paralysis resulting from the infection 
can be assessed. 
Epidemics of polio swept through the 
western world from the 1930s to the 
1950s. Many people have now 
forgotten that the fears associated with 
polio were similar to those now 
associated with cancer and AIDS. It 
was described as "the sword of 
Damodes" that hung over every child 
and young adult during summer and 
early autumn (Codd and Kurland 
1986). 
The incidence of polio in Australia is 
detailed in the Medical Journal of 
Australia (National Health and 
Medical Research council 1963, 1967). 
For example, during the last epidemic 
years of the early 1950s, 13,394 cases 
were reported. In 1956 the Salk 
vaccine was introduced and in 1966 
only two instances of polio were 
notified in Australia. 
While polio disappeared as a 
prominent public health risk in 
western countries, it has remained one 
in developing countries. It is estimated 
that there are an average of 400,000 
new cases of paralytic polio in tropical 
and subtropical countries each year 
(Raymond 1986). 
Small outbreaks continue to occur in 
western countries. There have been 
recent outbreaks in Holland, Israel and 
Finland. In the first two instances, the 
virus spread via sub-populations of 
unimmunised individuals but in 
Finland the polio virus was found to 
have drifted significandyantigenica1ly 
and to have spread via immUnised . 
people to the unimmunised (Hovi et al 
1986). Thus polio remains a danger 
particularly if immUnisation rates 
decline. 
Post-polio sequelae 
The large numbers of survivors of the 
polio epidemics have largely been 
forgotten. In 1977, the results of an 
American population-based survey of 
people with paralysis amazed health 
researchers when it revealed polio to 
be the major cause, after stroke, of 
existing paralysis (Speier et aI1987). It 
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is estimated that more than 600,000 
Americans suffer from some residual 
effects of polio (Parsons 1989). The 
survivors of polio have been a 
remarkablegronp of people both in the 
impact they have had on social 
attitudes toward disability and in what 
they have achieved. Trieschmaun 
(1987) has described them as the 
pioneers in the integration of the 
disabled. 
"There were few people with 
disabilities visible in society before 
the polio epidemics of the 1940s 
and early 1950s. (Polio survivors) 
blended into non disabled society 
and have very successfully . 
disappeared into the activities of 
daily life." 
(Trieschmaun 1987 p 93) 
Most American surveys of polio . 
survivors show them to have achieved 
higher educational qualifications on 
average than the general population, to 
marry at about the same rate as the 
non-disabled and to have extremely 
high employment rates relative to 
other disability groups (Bruno and 
Frick 1987). They have been described 
as competent hard-driving 
overachievers, characteristics which 
Bruno and Frick suggest may be 
necessary to succeed in a "barrier-full" 
society. 
It is interesting to speculate as to why 
polio survivors achieved so much. One 
factor that assisted many was that 
before they became disabled, they had 
at least some years of experience as 
non -disabled people in which they 
developed social skills, expectations 
and networks that made integration 
somewhat easier. The nature of the 
disease and the philosophy associated 
with polio rehabilitation encouraged 
high levels of determination and 
persistence. 
People were taught to ignore fatigue 
and discomfort as they exercised to 
enhance the functioning of weak or 
paralysed muscles. No one could 
predict with certainty what level of 
recovery was possible. Stabilisation of 
the condition had usually occurred 
within three years but this knowledge 
was not always shared with patients 
and their families (Davis 1963). People 
worked toward achieving the 
impossible and, at times, the degree of 
recovery amazed health practitioners. 
Following recovery from the acute 
phase, most people spent a lengthy 
period in hospital followed by some 
years of physiotherapy at hospital out-
patients' departments. By this time, it 
was considered that their condition 
had plateaued and stabilised. This was 
despite the fact that, since 1875 there 
had been persistent reports in the 
medical literature of the late effects of. 
polio (Wichers 1987). These were 
usually case studies of small numbers 
of patients who developed significant 
new weakness and atrophy about 30 to 
40 years after contracting polio. In 
some instances, the weakness occurred 
in previously unaffected muscles. 
Lack of interest in these reports waS 
possibly due to the relatively small 
numbers of survivors of paralytic polio 
in the past. By the 1980sthere were 
thousands of survivors of earlier polio 
epidemics. However, as a result of the 
introduction of the Salk and Sabin 
vaccines, the disease had lost its high 
profile in the commUnity and few 
health professionals were familiar with 
it. 
The social integration of people who 
had had polio resulted in there being 
relatively litde communication among 
them. A letter from a person with post-
polio symptoms was published in the 
Rehabilitation Gazette in the late 19705 
(Schneider 1979) and drew an 
America-wide response from others 
who had thought they were alone in 
experiencing such symptoms (Speier et 
aI1987). 
Since then, a number of conferences 
on the late effects of polio have been 
held (eg Halstead and Wiechers 1985, 
1987), and a network of self help 
groups has been established 
throughout North America. A 
publication, "Polio Network News", 
disseminates information and regularly 
updates a directory of health 
practitioners experienced in treating 
people with post-'polio sequelae. 
Several handbooks for polio survivors 
have been published (Laurie et al 1984, 
Schoneman 1989). 
Variety of post-polio symptoms 
Research into the late effects of polio 
has burgeoned. One set of studies has 
examined the type and frequency of 
symptoms occurring, and factors 
associated with their appearance. 
These include both clinical and 
questionnaire surveys and convenience 
and population-based samples. 
As Kaufert and Kaufert (1984) 
pointed out, there are numerous 
epidemiological difficulties associated 
with such follow-up studies. One 
problem is identifying the population 
to sample. There have been several 
reports of people who had non-
paralytic polio who have developed 
post-polio type symptoms (Gorski 
1982). Thus the population at risk may 
be far larger than originally thought. 
Codd et at (1985) used hospital 
records to identify survivors of 
paralytic polio in Rochester, 
Minnesota. At that time, 22 per cent of 
questionnaire respondents reported 
post-polio symptoms. However, 
findings from clinical (Windebank et al 
1987) and questionnaire (Speier et al 
1987) surveys of samples from the 
same population, studied several years 
later, reported that between 68 per 
cent and 41 per cent of survivors were 
now experiencing symptoms. 
Other surveys of interest include 
Agre et al (1989), Castle House 
Medical Research Group (1989), 
Cosgrove et al (1987), Conrady et at 
(1989), Halstead and Rossi (1985, 
1987) and Klingman et al (1988). All 
report a remarkably consistent picture 
of the insidious onset of new 
symptoms, particularly increased 
muscle weakness, pain and fatigue. 
Other late effects reported include 
increasing muscular atrophy, muscle 
fasciculation, cold intolerance, 
increased difficulty breathing, difficulty 
swallowing and speaking and sleep 
apnea. These symptoms lead to 
increased problems with daily living 
activities particularly walking, climbing 
stairs and coping with the everyday 
demands. Such difficulties are 
associated with feelings of anxiety and 
depression. Codd and Kurland (1985) 
have distinguished between two 
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Table 1. 
Total Sample: Body parts initially affected by polio and parts undergoing recent 
change. 
Body part % of sample % of sample experiencing recent change 
affected 
initially 
Head, neck, face 32.7% 
Left shoulder 35.7% 
Left arm 38.7% 
Left hand 38.1% 
Right shoulder 37.4% 
Right arm 40.0% 
Right hand 35.7% 
Chest 29.2% 
Back 65.0% 
Abdomen 55.1% 
Hips!buttocks 68.3% 
Left thigh 68.7% 
Left lower leg 74.8% 
Left foot 72.3% 
Right thigh 63.0% 
Right lower leg 68.3% 
Right foot 64.7% 
categories of symptoms. 
SQme can be related to deformities of 
limbs and joints which cause pain, 
degenerative arthritis and nerve 
entrapment (eg Werner et aI1989). 
The second category include those 
manifestations which have no readily 
identifiable cause. 
When discussing the most common 
symptoms Halstead and Rossi (1987) 
described a typical aspect of the fatigue 
called the "polio wall". This sudden 
experience of intense fatigue often 
associated with headache, weakness, 
hot and cold flushes and a feeling "like 
hitting a wall" is commonly reported. 
It typically occurs in mid to late 
afternoon. Halstead and Rossi have 
also commented on pain in people who 
have late effects of polio. 
"I would separate the joint pain 
from the muscle pain. I get the 
------------ ------------
Total Part initially Part initially 
affected unaffected 
32.2% 18.7% 13.5% 
26.9% 12.4% 14.5% 
27.8% 14.9% 12.9% 
22.9% 12.4% 10.4% 
32.1% 18.3% 13.8% 
32.7% 19.0% 13.7% 
26.9% 15.7% 11.2% 
20.0% 12.1% 7.9% 
50.0% 37.8% 12.2% 
21.6% 18.4% 3.3% 
41.5% 33.3% 8.1% 
34.5% 26.1% 8.4% 
39.2% 34.0% 5.2% 
36.5% 30.9% 5.6% 
32.9% 26.1% 6.8% 
36.5% 30.1% 6.4% 
32.9% 27.3% 5.6% 
impression that the joints are 
hurting because of a wear and tear 
phenomenon. Yet, interestingly, 
when you get X rays, the radiologic 
picture of the joints shows much 
milder changes than you would 
expect based on the amount of pain 
or deformity. I experience muscle 
pain myself - at times there seems 
to be a hypersensitivity quality to it, 
and at other times it is deep and 
aching. Generally, it gets much 
better with rest and both types do 
better with mild analgesics and with 
heat. Other people describe 
different types of pain, and I'm not 
sure that there's a single basis for 
the muscle pain." 
(Halstead and Rossi 1987 p 26) 
The symptoms appear to be slowly 
progressive though the rate varies with 
.. 
individuals (Dalakas et al 1986). 
Dalakas et al (1986) found an average 
loss of strength of 1 per cent per year 
among a group of patients with post-
polio symptoms who were followed for 
an average of 8.2 years. While many 
people with post-polio symptoms will: 
"experience only minor weakness 
and mild annoyance from associated 
symptoms, others (will) experience 
profound weakness, diminished 
functional capacity, and, as a result, 
social isolation as well as greater risk 
of developing osteoporosis, 
fractures, contractures, depression 
and other disabling conditions." 
(Halstead 1988 p 22) 
Factors found to be associated with 
the occurrence of post-polio symptoms 
include older age at the time of 
contracting polio (Agre and Rodriquez 
1990, Halstead and Rossi 1985), 
severity of original symptoms 
(Halstead and Rossi 1985), degree of 
functional recovery (estimated by 
comparing the degree of initial 
weakness with the degree of residual 
disability) (Klingman et al 1988) and 
longer time to achieve maximal 
recovery (Agre and Rodriquez 1990). 
Symptoms typically occurred about 
30 years after the original infection and 
were more likely to be reported in 
body parts originally affected by polio. 
However, it is often difficult to 
establish whether a body part was 
originally unaffected. Beasley (1961) 
established that manual muscle testing 
gives an inaccurate picture, eg post-
polio muscles graded as normal by 
manual testing in fact averaged 75 per 
cent of true normal strength. Sharrad 
(1953) demonstrated from post-
mortem findings that muscle weakness 
was identified by muscle testing only 
when more than half of the muscle's 
anterior horn cells had been destroyed. 
Causes of post-polio symptoms 
A second group of research studies 
has evaluated hypotheses formulated to 
explain the occurrence of post-polio 
phenomena. Perry et al (1988), 
Waring, Davidoff and Werner (1989) 
and Peach (1990) have provided 
evidence that chronic muscle overuse is 
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a major cause of symptoms. Halstead 
(1988) argued that the overworked 
anterior horn cells that control a 
greater than normal percentage of 
muscle function lose the ability to 
sustain all of the terminal sprouts that 
have developed. 
Normal loss of anterior horn cells 
that occurs with ageing has been said 
to make its effect apparent earlier in 
people who have had polio because 
they have fewer functioning cells 
(Tomlinson and Irving 1985). Some 
evidence suggests that there are 
ongoing neuronal reactions in the 
spinal cord that continue for many 
years after the original infection and 
which affect the functioning of 
surviving neurons. (Pezeshkpour and 
Dalakas 1988). 
Ginsberg et al (1989) have 
demonstrated alterations in the 
immune status of polio survivors which 
they considered may contribute to 
disease progression. Various other 
causal hypotheses have been 
investigated such as the possible 
relationship of post-polio symptoms 
with amyotrophic lateral sclerosis or 
post viral syndrome (Halstead and 
Wiechers 1985, 1987). 
Aims of research 
In 1988 Zola visited Australia to 
deliver the Meares Oration (Zola 
1988). During this time, he gave a 
workshop on post-polio sequelae and 
several radio interviews. The interest 
aroused by these among people who 
had had polio led to self help groups 
being formed in four states. In 1988 
Physiotherapy Today carried an 
interview with a physiotherapist who 
had developed symptoms. Little other 
evidence of interest in post-polio 
sequelae has been apparent in the 
Australian health literature. 
"Some people have raised the 
question as to why we should 
spend time and money to research 
aging issues in our post-polio 
group. One could view it as a self-
limiting problem that will 
disappear when these polio 
survivors pass away. However, our 
post-polio people are aging human 
systems with some problems 
common to all aging groups and 
some problems possibly relevant to 
neuromuscular diseases. Can we 
truly believe we will never have 
another epidemic of polio, and, 
therefore do not need to research 
the consequences of this disease?" 
(Trieschmann 1987 p 93-94). 
The aim of the present research was 
to conduct a survey of Australians who 
had had polio to determine whether 
these people were experiencing 
symptoms similar to those reported. in 
overseas studies and if this were 
established, to examine how post-polio 
symptoms had affected their lives, 
which health practitioners they had 
consulted and what treatments they 
had found to be helpful or ineffective. 
It was considered that dissemination of 
the findings would benefit both people 
with post-polio sequelae and those who 
are attempting to diagnose and treat 
their problems. 
Method 
Questionnaire 
A 12-page questionnaire of 51 
questions was developed. Many of the 
questions were derived from earlier 
questionnaires developed by Halstead 
and Rossi (1985), Kaufert and Kaufert 
(1984) and Ramlow et al (1988). Other 
questions were suggested by members 
of the Sydney Post-Polio Network on 
whom the final version of the 
questionnaire was pre-tested. 
Initial questions covered respondents' 
polio histories. They were asked the 
year in which they developed polio, 
their age at the onset of polio and the 
parts of their bodies initially affected 
by polio (the list of 17 body parts 
shown in Table 1 was provided for 
subjects to tick). This question lacked 
the degree of anatomical 
differentiation that a therapist would 
prefer but it was designed to be 
answered by lay-people. 
Subjects were also asked whether 
they initially had respiratory paralysis 
and if so whether they required any 
form of respiratory support such as an 
iron lung or rocking bed. It is 
recognised that subjects' memories 
may have contained inaccuracies. 
Many of the respondents were young 
when they contracted polio and they, 
or their parents, may have forgotten 
the initial involvement particularly of 
parts of the body in which symptoms 
were mild or quick recovery occurred. 
Furthermore the work of Beasley 
(1961) andSharrad (1953) indicated 
that manual muscle testing of muscles 
affected by polio was often inaccurate. 
Thus reports by health practitioners or 
medical records also tended to 
underestimate the original impact of 
the disease. 
A second set of questions dealt with 
respondents'current health. They 
were asked to describe their present 
state of health (excellent, good, fair or 
poor) and to compare it with the health 
of other people of their age (better 
than average, average, worse than 
average). They were asked, "At the 
present time are any parts of your body 
weak, paralysed or atrophied 
(decreased in size) because of the 
effects of polio?" Those who replied 
"yes" were asked to consider the list of 
body parts shown in Table 1 and to 
check for each, whether there had been 
"any CHANGE in the level of 
weakness, pain or atrophy in the last 5-
10 years". 
Fifteen post-polio symptoms 
frequently reported in the literature 
were listed (see Table 2) and subjects 
were instructed: "Some people who 
have had polio experience symptoms of 
various kinds years after they have 
achieved their maximum recovery from 
the effects of the disease. Please check 
yes or ho whether you are now 
experiencing each of the following 
symptoms. For each symptom that you 
mark yes, please indicate about how 
long in months or years you have been 
noticing the symptom". Subjects were 
asked if they had ever had "bone 
surgery, such as spinal fusion or 
straightening, fusion of the bones of a 
joint or correctionofa difference in 
leg length" or "tendon or muscle 
surgery in which a strong tendon or 
muscle was transferred to take over the 
functiollOfa muscle weakened by 
polio". Use of assistive devices 
(respiratory, ambulatory and wheel 
chairs) was investigated by asking 
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Table 2. 
Post-polio symptoms experienced by total sample and first symptoms noted by 
group with symptoms. 
Symptom 
groUp1 
Muscle pain 
Pain in joints 
Muscle weakness 
Muscle twitching 
Muscle cramps 
Muscles getting smaller (atrophy) 
Unusual tiredness 
New proble1;Il with breathing 
Increased sensitivity to cold 
Increased tendency to fall 
% of total sample % of PPS 
reporting symptom reporting 
early symptom. 
79.9% } 49.6% 
76.4% } 
78.6% 46.5% 
38.9% 3.5% 
43.5% 4.8% 
27.6% 2.2% 
75.2% 46.1% 
27.5% 3.9% 
55.7% 3.5% 
42.9% 3.5% 
Increase in number or severity of headaches 29.7% 2.6% 
Changes in sleep patterns 43.5% 0.9% 
Changes in the way you walk 60.1% 18.7% 
Increased difficulty swallowing 16.7% 0.9% 
Change in tone or loudness or quality of voice 18.4% 0.0% 
I Respo1lSes of230 to question "What were the fim post-polio symptoms that you 
were aWare of?" 
respondents whether they used these at 
present and had used them at the time 
of maximum recovery from the disease. 
Subjects who considered that they 
had post-polio symptoms were asked in 
an open-ended question to describe the 
first symptoms of which they were 
aware and the year of theiroccutrence. 
They were asked how they came to 
identify their symptoms as due to the 
late effects of polio. 
Twelve categories of health 
professionals were listed ina grid (see 
Table 3) and respondents were asked 
to tick those they had consulted 
regarding their symptoms and to rate 
how helpful each practitioner had been 
(very helpful, somewhat helpful, no 
help). A series of open ended questions 
enquired: "Have any treatment(s) 
helped relieve your sytnptoms?""Have 
you had any treatment(s) for your 
symptoms that you feel have been 
useless or made your symptoms 
worse?" In each instance subjects were 
asked to describe these. 
Effects of post-polio symptoms on 
people's lives were first investigated by 
a question e:l(aInining chrulges in daily 
living skills: "Some people who had 
polio experience changes in their 
ability to do ordinary activities of daily 
living, such as getting dressed or 
climbing stairs, years after they 
achieved their maximum recovery from 
the effects of polio. For each of the 
activities listed below, please indicate 
whether your ability to do the activity 
is now the same as it has been, better 
than it had been or worse than it had 
been for most of your adult life. Each 
time you mark that your ability to do 
an activity is now worse than it had 
been, please indicate about how long 
you have been noticing this change for 
the worse." 
The activities listed were getting 
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dressed, getting in or out of bed, 
feeding yourself, taking a hath or 
shower, using the toilet, walking on 
level surfaces, climbing stairs and 
meeting the physical demands of your 
job, household chores or daily 
activities. Subjects were asked to 
indicate if they never walked or never 
climbed stairs. They were also asked: 
"Have you had to make any charges 
regarding your employment because of 
post-polio symptoms? Have you had to 
make any changes regarding your life 
style, for example, house care activities, 
recreation, social activities, as a result 
of post-polio symptoms?" Respondents 
were requested to describe their 
feelings regarding their increasing 
disability both "when they first realised 
what was happening" and "now". 
Demographic information collected 
included: age, sex, marital status, 
parental status, education level, 
occupational status and voluntary work 
activities. Respondents were requested 
to post the completed questionnaire to 
the author. The questionnaires were 
returned anonymously but respondents 
were asked to list their post codes. In 
this description of the questionnaire 
some questions have been abbreviated 
and several excluded as they are not 
relevant to the present report. Copies 
of the complete questionnaire are 
available from the author. 
Procedure 
Approximately 500 questionnaires 
were distributed in late 1988 and 
during 1989 by post-polio self-help 
groups in Sydney and Adelaide, to 
group members and to people who had 
had polio who contacted these groups 
to make enquiries following media 
publicity. 
Some people who returned 
completed questionnaires provided 
names of friends who had had polio 
and asked that they be sent copies. 
Some completed questionnaires were 
photocopies of the original, 
presumably distributed by respondents. 
Thus ids difficult to specify the 
precise return rate. When data analysis 
commenced 318 completed 
ORIGINAL ARTICLE 
questionnaires had been returned from 
New South Wales (142), South 
Australia (99), Queensland (23), 
Western Australia (20), Victoria (16), 
Tasmania (4), Australian Capital 
Territory (3), Northern Territory (2), 
New Zealand (3) and unspecified (6). 
Some subjects failed to answer all 
questions particularly open-ended 
questions. Percentages have been 
adjusted accordingly and when 
appropriate. this is indicated in the 
results section. 
Some researchers have reported 
relationships between a) age at the 
onset of polio and b) the severity of 
initial attack of polio with the 
occurrence of post-polio symptoms. 
To examine whether such relationships 
existed in the present sample, 
correlation coefficients were calculated 
between these two factors and three 
indices of severity of post-polio 
sequelae (number of post-polio 
symptoms reported, number of body 
parts in which post-polio changes had 
been experienced and number of 
activities of daily living in which 
performance had declined). 
Sample 
The sample consisted of236 females 
and 82 males. Their median date of 
birth was 193 5 and years of birth 
ranged from 1905 to 1960. The 
median age of the sample was 54 years. 
The relationships of the respondents 
were as follows: married or in a 
permanent relationship (71 per cent), 
single (11 per cent), separated or 
divorced (10 per cent) and widowed (7 
per cent). 
Most of the sample (79 per cent) had 
children, the average family size being 
2.6 children. The highest level of 
education reached by respondents was 
primary school (20 per cent) 
intermediate certificate (24 per cent) 
completed high school (15 per cent) 
technical or vocational certificate or 
diploma but may not have completed 
high school (27 per cent) university 
degree (14 per cent). 
Fifty-five per cent of the sample were 
not employed. These people included 
the 14 per cent who wrote that they 
had retired but the percentage who 
were retired was probably higher than 
this. The large proportion who were 
unemployed pardy reflects the number 
of middle aged or older married 
women in the sample. The full-time 
employed made up 27 per cent of the 
sample and the part-timed employed 
18 per cent. Over a third of the 
respondents (36 per cent) were 
involved in regular volunteer work. 
The disproportionate number of 
women in the sample does not indicate. 
that women are more prone to 
contract the disease but reflects well-
documented gender differences in 
health behaviors such as seeking health 
information and returning 
questionnaires (Westbrook and Vmey 
1983). No significant gender difference 
was found in age at onset of polio or 
the degree of severity of men's and 
women's reports of their initial attacks 
of polio as measured by the number of 
body parts involved or length of 
hospitalisation. 
Women reported slightly more post-
polio symptoms than males did but 
there were no significant differences in 
ratings of current health, the number 
of daily living activities affected by 
their post-polio symptoms, nor in 
assistive aids used. Women were more 
likely than men to have never married. 
This result is in keeping with other 
research showing the relatively greater 
social handicaps experienced by 
women with disabilities (Westbrook 
and Adamson 1989). 
Results 
Polio histories 
The median year during which the 
respondents had developed polio was 
1950. Dates of contracting the disease 
ranged from 1907 to 1962. There 
were three clusters of years when 
frequencies were high due to 
epidemics; 1937-1938, 1945-1946 and 
1949-1954. The average age at which 
people in the sample contracted polio 
was 11.1 years. The range of this 
distribution was from one month to 44 
years of age. 
The distribution was positively 
skewed; 25 per cent contracted polio 
by the age of three, 50 per cent by the 
age of eight and 75 per cent by the age 
of 17. The majority of the sample 
(82.8 per cent) were hospitalised. The 
average initial stay in hospital was 1.6 
years. Stay in hospital ranged from 
one month to 17.5 years. Again the 
distribution was positively skewed with 
25 per cent spending three months or 
less in hospital, 50 per cent spending 
eight months or less and 75 per cent 
spending two years or less. 
The parts of the body initially 
effected by polio are shown in the first 
column of Table 1. The lower limbs 
and back were most likely to be 
affected followed by the abdomen. Of 
those who said that their chests were 
affected initially, 58.6 per cent 
indicated that they had required some 
form of respiratory support. The 
average respondent was initially 
affected in nine of the body parts 
listed. 
Klingman et al (1988) used a six point 
index of initial severity of polio. One 
point is assigned for each limb 
involved, one for back and one for 
chest involvement. If this index is 
applied to the group then one subject 
had a score of zero, 10 per cent had a 
score of one, 22 per cent of two, 27 per 
cent of three, 12 per cent of four, 13 
per cent of five and 16 per cent of six. 
Current health 
Respondents rated their present state 
of health as excellent (7 per cent) good 
(42 per cent) fair (41 per cent) and 
poor (10 per cent). While 16 per cent 
considered that their health was better 
than average when compared with 
people of their age, 51 per cent rated 
their health as average and 33 per cent 
as worse than average. The majority of 
respondents (94 per cent) indicated 
that at the present time there were 
parts of their bodies that were weak, 
paralysed or atrophied as a result of 
having polio. Almost a quarter (24 per 
cent) of the group had had tendon or 
muscle surgery in the past and 38 per 
cent had undergone bone surgery 
related to polio. 
Table 1, column 2, shows the 
percentages of subjects who had 
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Table 3. 
Health practitioners consulted by people with symptoms. Patients' ratings of 
helpfulness. 
Practitioner No. consulting 
General Practitioner 217 
Orthopedic Specialist 126 
Specialist Physician 81 
Physiotherapist 140 
Chiropractor 74 
Occupational Therapist 18 
Psychologist/Psychiatrist 28 
Naturopath 31 
Podiatrist 46 
Acupuncturist 37 
Orthotist 23 
Bootmaker 48 
recently experienced increased 
weakness, pain or atrophy in various 
body parts. The table also indicates 
whether changes occurred in parts that 
had previously been affected by polio 
or not. Changes were most likely to 
have taken place in the back or the hips 
and to be occurring in body parts that 
were initially affected by the disease. 
Among subjects reporting changes six 
was the average number of body parts 
in which changes had been observed. 
The 15 post-polio symptoms 
investigated are listed in Table 2. 
Responses of the total sample are 
shown in the first column. These 
indicate that those changes occurring 
most frequently were increased muscle 
pain and weakness, unusual tiredness, 
joint pain, changes in walking and 
increased sensitivity to cold. These 
were all reported by more than half the 
sample. The average respondent had 
7.4 symptoms. 
At their time of maximum recovery 
from polio many of the group (47 per 
cent) could walk independently, 40 per 
cent depended on assistive devices such 
as crutches, irons or walking sticks at 
% Ratings 
Very Somewhat No help 
helpful helpful 
21% 40% 39% 
30% 34% 36% 
35% 23% 42% 
34% 46% 20% 
45% 24% 31% 
39% 39% 22% 
25% 43% 32% 
32% 35% 32% 
50% 41% 9% 
30% 40% 30% 
35% 52% 13% 
42% 44% 14% 
least some of the time and 13 per cent 
used a wheelchair at least some of the 
time. At the time of the survey only 41 
per cent were walking independently, 
35 per cent required assistive devices 
and 24 per cent used a wheelchair. 
Three per cent of the group now used 
respiratory devices such as ventilators. 
Onset of post-polio symptoms 
Respondents were asked to answer 
the section of the questionnaire 
covering the onset of post-polio 
symptoms only if they believed that 
they were experiencing these. Of the 
total sample 263 people (83 per cent) 
considered that they had symptoms 
and 20 (six per cent) considered that 
they did not. However 11 per cent of 
the group gave a contradictory pattern 
of responses. For example they might 
write on the questionnaire that they 
did not have symptoms but later in the 
questionnaire describe such symptoms, 
health practitioners consulted and the 
anxiety that they felt. 
Others omitted the section for people 
who believed that they had symptoms, 
-. 
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Table 4. 
Treatments reported as effective or ineffective. 
Effective Ineffective 
Treatment 
Number % of all 
helped treatments 
Number % of all 
Not helped treatments 
Physiotherapy 42 
Chiropractic 32 
Medication (not analgesics) 28 
Massage 23 
Swimminglhydrotherapy 15 
Rest 14 
Surgery 13 
Hot baths 12 
Acupuncture 12 
Analgesics 12 
Special shoes 9 
Braces/splints 8 
Exercise 3 
'Doctors' 0 
Other treatments 29 
Total treatments 252 
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but in other sections indicatd that 
they were experiencing these. Some 
may have been confused by the varying 
diagnoses given to them by health 
practitioners. Others seemed to be 
exhibiting partial denial, a defensive 
mechanism often encountered among 
people who are coming to terms with 
highly stressful life events. 
Responses to the open-ended 
question, "What were the first post-
polio symptoms you were aware of?" 
were content analysed and are listed in 
the second column of Table 2. It was 
impossible to differentiate muscle and 
joint pain in many of the answers so 
these categories have been combined. 
Pain, muscle weakness and fatigue 
were the early symptoms mentioned 
most frequently. The avetage answer 
to this question listed 2.1 symptoms. 
Subjects recorded the year when they 
first became aware of symptoms. From 
this it was possible to calculate the 
16.7% 32 32% 
12.7% 8 8% 
11.1% 14 14% 
9.1% 1 1% 
5.9% 2 2% 
5.5% 0 0% 
5.2% 5 5% 
4.8% 0 0% 
4.8% 4 4% 
4.8% 0 0% 
3.6% 0 0% 
3.2% 7 7% 
1.2% 14 14% 
0.0% 6 6% 
11.5% 7 7% 
100.0% 100 100% 
number of years between onset of 
polio and the appearance of post-polio 
symptoms. The average time since 
onset was 32.9 years. 
Of the subjects (228) who described 
how they had identified their 
. symptoms as due to late effects of 
polio, 128 cited the media (newspaper 
articles, radio interviews), 29 were 
diagnosed by their doctors, 28 said 
they worked it out for themselves, 25 
had friends who suggested it (they had 
usually had polio or had read media 
reports), 15 were diagnosed by other 
health practitioners (two by 
physiotherapists who had read 
Physiotherapy Today 1988) and three 
said they had not thought about what 
was wrong with them. 
Table 3 shows the responses of the 
234 subjects who listed the health 
practitioners they had consulted 
regarding post-polio symptoms. The 
average respondent had consulted 3.8 
categories of practitioners. 
Physiotherapists were consulted by 60 
per cent of this group of subjects and 
were the health professionals most 
likely to be consulted after general 
practitioners. Five groups of 
practitioners were consulted by over 30 
per cent of people with symptoms. Of 
these chiropractors were those most 
frequently rated as very helpful (45 per 
cent) and general practitioners received 
fewest high ratings (21 percent). 
Specialist physicians received most 
ratings of "no help" (42 per cent) and 
physiotherapists least (20 per cent). 
Thus physiotherapists had the least 
dissatisfied clients with 80 per cent of 
clients receiving at least some 
symptom relief. 
Of the 12 professional groups 
consulted the three groups .of medical 
practitioners received the highest 
percentages of "no help~ ratings. 
Podiatrists, boot makers, .orthotistsand 
occupational therapists while treating 
relatively small numbers of patients, 
gave high levels of satisfaction. 
Respondents' descriptions of 
treatments that helped relieve 
symptoms, or were 'useless or made 
symptoms worse' have been 
categorised in Table 4. One hundred 
and fifty-three subjects described 252 
effective treatments and 80 subjects 
specified 100 ineffective treatments. 
Any treatment which attracted more 
than 3 per cent of either effective or 
ineffective ratings is listed in Table 4. 
Some treatments receivedYirtually all 
positive evaluations (massage, 
hydrotherapy, rest, hot baths, 
analgesics and special shoes). 
Exercise and to some extent braces 
and splints were viewed negatively. 
Physiotherapy received the highest 
percentages of both positive and 
negative evaluations. It should be 
pointed oUt that other treatments 
listed such .as hydrotherapy or massage 
may have been given by 
physiothetapistsbut this was not 
apparent in the subjects' descriptions. 
In an attempt to ascertain whether 
particular aspects of physiotherapy 
tended to be rated as effective or 
ineffective, subjects' responses were 
examined in detail. Six respondents 
cited experiences with both helpful and 
ineffective physiotherapists. Of the 32 
respondents who criticised 
physiotherapy treatments, only 14 
described these in ways which 
identified the causes of the negative 
reaction. Nine had been given exercise 
programs which exhausted them or 
exacerbated symptoms. 
Typical comments were: "The more 
exercises she gave me the more tired I 
became. When I got home I was too 
tired to do anything." "Because of the 
wasting in my hands he suggested that 
I exercise them which caused pain and 
swelling in the good muscles from 
overstrain." "The physiotherapist used 
weights to build up muscles which 
didn't help, only rest does." 
"Physiotherapists are exercise mad" 
wrote two subjects. Three subjects 
described physiotherapy as increasing 
their pain but it was unclear what 
treatment was used. One respondent 
criticised ultra sound !illd another a 
TENS machine as "useless". Two 
described consulting physiotherapists 
who seemed unclear as to what 
treatment to use and who terminated 
treatment in ways that upset their 
clients. 
Of those 42 respondents who 
described positive effects from 
physiotherapy, some specified aspects 
of their treatment. Eight mentioned 
exercise programs. Three specifically 
described their programs as follows: 
"graduated, controlled exercise", 
"some exercises she has adapted to my 
problem" and "light exercises". Five 
clients described hydrotherapy as 
effective, four mentioned massage, 
three described manipulation, three 
specified hot packs, two were assisted 
by ultra sound, one by muscle 
stretching, one by a TENS machine 
and one by a built up shoe 
recommended by the physiotherapist. 
Subjects reported both positive and 
negative reactions to drugs not 
specially described as painkillers. Most 
of these were drugs usually prescribed 
for arthritis. Two respondents 
dissatisfied with drug treatment had 
been prescribed tranquillisers. 
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TableS. 
Percentage of total group finding activities of daily living more difficuh. 
Activity 
Getting dressed 
Getting in and out of bed 
Feeding yourself 
Taking a bath or shower 
Using the toilet 
WaIking on level surfaces l 
Climbing stairs2 
Meeting physical demands of job, home, etc. 
1 Excludes 34 who never do this 
2 Excludes 42 who never do this 
Table 6. 
Life style changes made by people with symptoms. 
Change Number 
making 
Less walking 99 
Reduce social life 82 
More rest 72 
Reduced or stopped physical recreation 69 
Do less housework 56 
Employ household help 52 
Use more aids 49 
Get family to help more 34 
Plan more efficiendy 34 
Moved house, modified house 21 
Less exercising 20 
Less standing 17 
Changed diet 13 
Other changes 26 
Total changes made 644 
% finding harder 
28.4% 
32.4% 
6.5% 
31.3% 
17.9% 
55.3% 
68.3% 
73.7% 
% ofchanges 
made 
15.4% 
12.7% 
11.2% 
10.7% 
8.7% 
8.1% 
7.6% 
5.3% 
5.3% 
3.3% 
3.1% 
2.6% 
2.0% 
4.0% 
100.0% 
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Effects of symptoms on life 
styles 
Table 5 shows the proportions of the 
total sample whose abilities in eight 
areas of daily living had declined. The 
average respondent reported a decline 
in 2.9 areas. Almost three quarters of 
the group were finding it more difficult 
to meet everyday demands, 68 per cent 
were finding it harder to climb stairs 
and 55 per cent to walk on a level 
surface. Fourteen per cent of the 
sample had experienced no decline in 
activities of daily living. 
Of the total group 233 described 
lifestyle changes that they had made as 
a result of their symptoms. Changes 
made are listed in Table 6. Those who 
described changes listed an average of 
2.8 such changes. Many expressed 
great distress that their social activities 
had decreased and in some instances 
ceased because of fatigue and mobility 
problems. Favorite recreational 
activities such as bushwalking, golf and 
gardening had often become 
impossible. 
In response to the question, "Have 
you had to make any changes 
regarding your employment because of 
post-polio, symptoms?" 113 
respondents checked "yes". Of these, 
47 indicated that they had retired early 
or taken an invalid pension, 21 had 
shifted to part-time work, 16 had 
changed their work routines, 12 had 
changed to less demanding jobs, seven 
were using more aids at work and 10 
said they had not made changes but 
would like to do so. Thus of the 101 
currently employed 56 had been forced 
to make some changes to their work 
routines. 
Two hundred and forty-nine 
respondents described their feelings 
when they first realised what was 
happening. Of these, 71 per cent listed 
negative emotions such as worry, 
anxiety, depression, anger and despair. 
Several contemplated, and still 
contemplate, suicide. The only 
positive reactions expressed were 
feelings of relief that at last the person 
knew what was happening, 'that it was 
not all in my mind'. When asked what 
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their feelings were now 44 per cent 
continued to describe negative 
emotions. 
Responses to the question, "What 
advice would you give to someone who 
developed post-polio symptoms", are 
listed in Table 7. Advice focused on 
the need for support from others, 
lifestyle changes, acceptance and 
adaptation. Doctors were a major 
issue. Thirty subjects advised finding a 
helpful doctor. This was frequently 
accompanied by a note asking me to let 
them know the name of one. Twelve 
advised taking a firm stand with 
doctors, insisting that the problem was 
real. A further six respondents advised 
anyone with post-polio problems to 
avoid doctors completely. 
As Table 3 shows there was relatively 
high dissatisfaction with medical 
practitioners. As coding of the 
questionnaires progressed it was 
apparent that many respondents had 
included descriptions of their 
experiences with doctors in their 
answers to open ended questions, or in 
attached notes. In many instances the 
interaction could be described as 
negative because the person perceived 
the doctor's behavior as devaluing 
them. Many younger doctors knew 
nothing about polio and many doctors 
discounted the patient's view that it 
could be a contributing factor. Several 
told their patients it was "rubbish" 
when they showed them an article on 
post-polio symptoms. Typical 
comments were, "The doctor told me 
it was just nerves '" empty nest 
syndrome ... boredom ... all in my 
mind ... laziness ... hypochondriasis 
sexual frustration after my husband 
died ... just an excuse to leave 
teaching". 
Several doctors insisted there was 
nothing wrong and refused to refer the 
patient. Such experiences of lack of 
understanding resulted in feelings of 
isolation, frustration, self doubt and 
depression. Fifty four questionnaires 
included comments of negative 
interactions with medical practitioners. 
Sometimes the outcome of these 
interactions was that respondents' 
families failed to accept that their 
problems were genuine. 
Factors associated with the 
development of post-polio 
sequelae 
Age at the onset of polio and severity 
of initial attack had been shown by 
Halstead and Rossi (1985) to be 
associated with the development of 
post-polio symptoms. Agre and 
Rodriquez (1990) found that age but 
not severity of initial attack, as 
measured by the Klingman et al (1988) 
index of severity, were significantly 
related to the later occurrence of post-
polio sequelae. 
In the present study, severity of initial 
attack was measured by the number of 
body parts initially affected and the 
Klingman index of severity. These 
proved to have a correlation of .89 so 
only results of the latter are reported. 
Existence of post-polio sequelae were 
measured in terms of number of 
symptoms reported, number of body 
parts in which recent changes had 
occurred and number of daily life 
activities for which performance had 
declined. 
Age at onset was found not to be 
significantly correlated with any of 
these three measures of post-polio 
sequelae. However severity of initial 
attack was significantly correlated with 
number of post-polio symptoms (r = 
.16,p <.01), number of body parts 
that had undergone recent changes (r = 
.30, P < .001) and number of daily 
living activities for which performance 
had declined (r =.22 P < .001). While 
these three correlations are significant 
it should be remembered that they 
have limited predictive value as they 
respectively account for only 3 per 
ce~t, 9 per cent and 5 per cent of the 
varIance. 
Discussion 
The people surveyed in this research 
were far from being a representative 
sample of polio survivors. What is 
remarkable is that the relative 
frequency of the main symptoms 
reported is the same as that found in 
other surveys of post-polio sequelae 
(Agre et a11989, Castle House 1989, 
Halstead and Rossi 1985, 1987, Speier 
et at 1987, Windebank et aI1987). All 
have found the occurrence of increased 
muscle weakness, pain and fatigue to 
be the most common post-polio 
symptoms. 
Population-based studies such as that 
of Speier et al reported lower 
frequencies than the 76 to 80 per cent 
reported here whereas some clinical 
surveys such as Agre et aI's (1989) 
reported higher frequencies. 
Respondents were asked to identify the 
first symptoms of which they were 
aware. These three major symptoms 
were those most frequently mentioned. 
Halstead and Rossi (1985) reported 
that symptoms of fatigue tended to be 
the first symptoms to appear followed 
by increasing weakness and then pain. 
No such differentiation was made by 
subjects in the present study. Earlier 
surveys had identified 25 to 40 years 
following the initial attack of polio as 
the time span in which post-polio 
symptoms first appeared. The average 
time between the initial infection and 
the onset of symptoms for respondents 
in the present survey was 32.9 years. 
Agre et al (1989) reported that 49 per 
cent of their patients with post-polio 
sequelae acknowledged feelings of 
depression, a figure similar to the 44 
per cent of Australian respondents who 
reported feelings of anxiety, fear or 
depression. Age at onset of polio was 
found by Halstead and Rossi (1985, 
1987) and Agre and Rodriquez (1990) 
but not by Speier et al (1987) to be 
associated with the occurrence of post-
polio sequelae. No significant 
relationship was found between these 
two variables in the present survey. 
Halstead and Rossi and Speier et al 
both reported an association between 
severity of original symptoms and 
occurrence of post-polio sequelae. 
The results of the present survey 
support this finding. 
Only one other survey has examined 
patients' perceptions of health care 
providers. Castle House (1989) found 
that just over half the Canadian 
physicians consulted by their sample of 
post-polio people were unaware of the 
existence of post-polio sequelae. This 
survey provided extensive 
documentation of misdiagnoses 
(patients were frequently given a 
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Table 7. 
Advice of people with symptoms to person who develops post-polio symptoms. 
Advice Number % of total 
giving advice 
Talk with other post-polio people, join self help group 42 11.0% 
Rest 31 8.1% 
Find a helpful doctor 30 7.9% 
Be philosophical, nothing you can do about it 23 6.0% 
Develop new interests, maintain those you can 22 5.8% 
Persevere, keep up activities 21 5.5% 
Find out all about post polio effects 21 5.5% 
Pace yourself, plan you life more 20 5.2% 
Reduce physical activities 19 5.0% 
Keep a positive attitude 17 4.5% 
Adapt life so you can manage 17 4.5% 
Seek help (unspecified) 15 3.9% 
Insist to doctor that problems not imaginary 12 3.1% 
Don't feel bad, guilty or crazy 
Give in to it, don't fight it 
Inform people, ask for and accept help 
Other advice 
Total 
psychiatric diagnosis) and doctors 
refusing to believe that symptoms were 
related to polio even when patients 
supp'lied relevant literature. 
Given the lack of publicity regarding 
post-polio sequelae in Australia it is 
perhaps not surprising that only 13 per 
cent of respondents said their 
condition had been first identified by 
physicians. As in the Canadian survey, 
satisfaction with medical practitioners 
was relatively low. Comments on the 
questionnaires revealed that many 
medical consultations resulted in the 
patients feeling upset, angry and 
devalued. 
It would seem that, if unable to make 
a diagnosis, some doctors deny the 
reality of the patients' symptoms rather 
than admit their own uncertainly. 
Such experiences are frequently 
reported by people with chronic 
diseases of gradual onset such as 
multiple sclerosis and scleroderma 
11 2.9% 
9 2.4% 
9 2.4% 
62 16.3% 
381 100.0% 
(Westbrook et al 1987). These people, 
like those in the present study, usually 
express considerable relief when a 
diagnosis is finally made and the reality 
of the symptoms acknowledged. 
Satisfaction with allied health 
professionals was relatively high 
compared to ratings of phySician 
groups. It may be that allied health 
professionals were more likely to 
accept the reality of patients' 
symptoms and to attempt to relieve 
such symptoms even if they were 
unsure as to their cause. 
A unique aspect of the present survey 
was that respondents were asked to 
evaluate the efficacy of treatments they 
had received. Results indicate that 
physiotherapy was usually found to be 
of considerable or some benefit. 
Physiotherapy treatments found to 
exacerbate symptoms typically involved 
vigorous exercise programs of the type 
From Page 99 
criticised by Perry et al (1988) and 
Dean et al (1989). 
The benefits of massage, heat 
treatments and hydrotherapy were 
endorsed. Only three respondents 
mentioned receiving manipulation 
(which was found to be beneficial) 
from physiotherapists. The benefits of 
manipulation both in terms of pain 
relief and increased function were 
often cited by respondents who 
expressed satisfaction with chiropractic 
treatment. 
The proportion of respondents who 
had consulted physiotherapists was a 
surprise to the investigator because she 
had been informally questioning 
therapists for some years as to whether 
they knew of any physiotherapists who 
had treated people with post-polio 
symptoms. The response was almost 
always negative. Clearly, many 
therapists are treating such patients but 
they may only have one patient with 
symptoms and may not have identified 
the cause of these symptoms. Ideally, 
there would be more discussion of the 
physiotherapy treatment options 
available and evaluation of the efficacy 
of treatment programs. It is hoped 
that the article by Dean (1991) will 
~ncourage debate regarding these 
Issues. 
As a psychologist, the author is best 
able to contribute to this debate by 
describing some of the unique 
psychological factors associated with 
the onset of post-polio sequelae which 
may influence treatment outcomes. 
Frick and Bruno (1986) pointed out 
that people with post-polio symptoms 
are unexpectedly faced with the onset 
of second disability when they believed 
that the effects of their hard won 
recovery were permanent. 
Treatment frequently consists of 
advice to be less active, rest and use 
assisti've aids. This is contrary to the 
philosophy that many people who had 
polio learned in rehabilitation and have 
applied to their lives. They .are told to 
be sensitive to body signals that 
indicate the need to slow down or rest 
but many post-polios are insensitive to 
such signs, having spent years of 
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keeping going in spite of fatigue or 
discomfort. Some have "passed" as not 
disabled in the past and now feel 
stigmatised. All are having to 
relinquish, at least to some degree, 
social roles and social activities that 
have been important aspects of their 
identity and self esteem. Not 
surprisingly many react by 
experiencing the stages of mourning 
that accompany any major loss 
(Backman 1987). 
An additional problem is that the 
recurrence of symptoms causes many 
people to be overwhelmed by feelings 
that accompanied the initial attack of 
polio and which have largely been 
repressed. It is important to recall that 
most people contracted polio when 
they were children. They were 
suddenly removed from home, placed 
in an isolation ward in a state of fright, 
pain and paralysis. 
They or other children in the ward, 
were in iron lungs. Some may have 
died. When children left the isolation 
ward three weeks later, they were 
visited by their parents once a week, far 
less frequently if they lived in the 
country. Any signs of distress were 
ignored or punished by staff. In 
counselling people with post-polio 
symptoms, Bozarth (1987) found that 
typically they had coped with such 
experiences by denying their feelings, 
minimising their losses, becoming 
super-independent achievers to prove 
they were as good as able bodied 
people and becoming overly helpful to 
make up for being defective and a 
burden to others. 
As these coping strategies proved 
ineffective in coming to terms with 
their failing health, old memories of 
the initial illness were often 
reawakened. Feelings of 
abandonment, shame, guilt, despair 
and rage that they had been unable to 
express as children were revived. 
Seemingly immature behavior often 
needs to be recognised as a regressive 
reaction related to past treatment. 
Unfortunately respondents in the 
pres.ent survey who consulted a 
psychologist or a psychiatrist were 
unlikely to find them helpful. It may 
be that many of these referrals were 
based on the supposition that the 
person's symptoms were psychological 
in origin. 
However respondents recognised the 
need to be able to talk over problems. 
The most frequent advice given for a 
person who developed symptoms was 
that they talk to another person post-
polio person. Eulberg et al (1988) 
made the following recommendation 
to health professionals working with 
post-polio cases: 
"Enlisting the help of the fanilly-
and referring the patient to a post-
polio support group may make the 
change to a slower, less 
debilitating life style more 
acceptable. The best person to 
work with a polio survivor is a 
polio survivor; the best teacher of 
life style modification is one who 
has already learned." 
(Eulberg et al, 1988, p. 160) 
Health practitioners working with 
post-polio cases have emphasised the 
need to proceed slowly when 
introducing life style modifications and 
aids. Returning to an assistive device is 
usually interpreted by the person as 
defeat. One respondent who accepted 
the need for a wheelchair described it 
as "the worst day of my life". Halstead 
(1988) suggested introducing minor 
interventions such as using a walking 
stick, or using a wheelchair at airports. 
These often partially relieve symptoms 
and make major interventions more 
acceptable later. 
Responses to the questions asking 
what lifestyle changes had been made 
and what advice should be given to a 
post-polio person (see Tables 6 and 7) 
indicated that the majority of 
respondents recognised and had 
accepted, or been forced to accept, the 
need to conserve energy and to adapt 
and pace their lives.. Some advised 
developing new interests, a strategy 
identified as a very important one in 
adjustment to disability (Wright, 
1983). Halstead (1988) emphasised the 
need for patients to retain a feeling of 
control Over their lives. .. 
Respondents' advice that a post-polio 
person should become informed about 
the condition and adapt and plan his or 
her life can be ways of maintaining 
control. Occupational therapists 
(Young, 1989) and polio survivors 
(Schoneman, 1989) have much 
practical assistance to offer in this area. 
There are still many questions that 
remain to be answered regarding the 
causes of post-polio sequelae and the 
best forms of treatment. The long 
term effects of treatment interventions 
need to be evaluated. Short-term 
improvements in muscle strength may 
be gained at the expense of long-term 
function (Dean et alI989). Halstead's 
(1988) clinical experiences have led 
him to conclude that appropriate 
treatment which includes adjustment 
of lifestyle can result in stabilisation 
and in some cases improvement of 
functioning. Agre et al (1989) 
described treatments prescribed for 79 
consecutive patients at a post-polio 
clinic. Of the 32 who returned for 
follow-up evaluation 78 per cent had 
been helped either in terms of 
experiencing less pain and fatigue or 
demonstrating improved gait. The 
main treatments prescribed were 
energy conservation, gentle exercises, 
use of assistive devices, and weight loss. 
By North American standards, 
Australians experiencing post-polio 
sequelae have been poorly served by 
health practitioners. 
A constant theme in the subjects' 
responses was the desire to find a 
health professional who understood 
their condition, who could be 
consulted about recurring health 
problems such as joint strain, injuries 
from falls, and muscle pain, and who 
could give advice about appropriate 
levels of activity and desirable lifestyle 
modifications. This is a role 
physiotherapists could fill well. 
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